ABSTRACT
INTRODUCTION
Retained gauze piece also called gossypiboma/ gauzioma/ textiloma is a rare surgical complication [1] . It is the most frequently encountered retained surgical foreign body, as there have been cases of other retained surgical foreign bodies such as needles and other instruments [2] . It is not diligently reported because of the medico-legal implications. Thus, the incidence is much higher than is reported in medical literature [3] . Some series put the incidence between 1 in 1000 to 1500 surgeries [4] while another series put the incidence at 1 in 5500 to 18,760 operations [5] . As a foreign body, it may cause a foreign body granuloma, pelvic abscess, abdominal pain, fistula formation, or the rare complication of transmural migration through the bowel wall [3] . Only a few cases of transmural migration through the bowel wall have been reported in medical literature [6] .
Retained surgical sponge/gauze, RSG, may present early or may remain silent for years before symptoms evolve. It is an avoidable complication with considerable morbidity and mortality rate which has been put as high as 10% [4] . We report a case of textiloma resulting in bowel obstruction following a transmural migration.
CASE REPORT
A 31-year-old woman who presented in the Emergency Room on account of recurrent colicky abdominal pain from 10 months. Pain was of insidious onset and located in the periumbilical and left lumbar areas. There was associated episodes of billous vomitting. There was intermittent episodes of loose stools. No abdominal distention. There was history of significant weight loss. She had emergency caesarean section six weeks prior to onset of abdominal pain due to poor progression of labour.
Examination revealed a young woman who was wasted and mildly dehydrated. Vitals were stable and normal. Abdominal examination showed a flat abdomen with a transverse suprapubic surgical scar. There was tenderness in the umbilical and left lumbar areas. There was no palpable intra-abdominal masses. Bowel sounds were hyperactive. Digital rectal examination was unremarkable.
Investigations
1. Abdomino-pelvic ultrasound scan showed a well-defined concentric mass with alternating hypodensity in the left flank giving a characteristic target and reniform appearance on longitudinal and transverse views measuring 4.9x4.6 cm. There was hyperactivity of the adjacent bowel with mild dilatation. 2. Plain abdominal X-rays showed mild dilatation of the large bowel.
Colonoscopy was unremarkable.
A diagnosis of adhesive intestinal obstruction was made and non-operative management instituted. However, this was suspended with non-resolution of symptoms. A laparotomy was done. Intra-operative findings included a jejunal portion of the small gut which was attached by adhesions to the sigmoid colon and the left anterio-lateral part of the abdominal wall from where a thick cord-like structure with a bulbous end which was partially occluding the lumen, was palpated intraluminally and extended for about 40 cm distally towards the ileum, giving a plicated appearance to the involved segment of the gut which was dilated proximally. In an attempt to seperate the adhesions, the jejunum was iatrogenically opened revealing an intraluminal gauze band with faecal concretions. The proximal end of the gauze which was still extraluminal was firmly attached to the sigmoid colon accounting for the jejunal tethering as described above (Figures 1-3 ). Both the jejunum and sigmoid were resected at the affected areas and primary end to end anastomoses was done in a single layer. Patient had a minor anastomotic leakage on the eighth postoperative day that sealed on the tenth post-operative day. She was discharged on the twelfth post-operative day. 
DISCUSSION
Two types of foreign body reactions usually result from RSS. An asceptic fibrinous response which can form either a granuloma or pseudotumor. This usually follows a silent course. The other is an exudative response which leads to abscess formation. RSS may remain silent for months or even years or result in such complications as intestinal obstruction, fistula formation, peritonitis, spontaneous expulsion, transmural migration into the small bowel, stomach, large bowel, urinary bladder [7, 8] or erode into a neighboring blood vessel. Migration into the intestinal lumen may occur without apparent opening in the intestinal wall. Our patient had a transmural migration into the bowel lumen.
Defense mechanisms in the peritoneal cavity utilized the weak resistance presented by the intestinal tract to try and expel a RSS [8, 9] . Successful expulsions through the rectum of sponges small enough to pass through the ileocaecal valve or by direct penetration of the colorectum have been reported [8, 9] .
Various hypotheses have been put forward to explain the mechanism of transmural migration. The first stage is a foreign body reaction when the sponge is walled off by omentum and loops of bowel. This is followed by secondary infection when the cotton filament reach the intestinal lumen following cytolysis. Invasion of the sponge into the lumen occurs at the stage of mass formation. Remodeling is the last stage when a fibrotic scar is formed at the site of the migration [10] .
Patil and colleagues opined that pressure necrosis of the intestinal wall, which may be partial or complete, by an increased pressure of the intra-abdominal mass will lead to a fistula or intestinal obstruction [11] .
Some risk factors for RSS have been identified and include emergency, prolonged surgical procedure, unplanned change in the course of a surgical procedure, involvement of more than one surgical team and patients with higher body mass index [1, 12] .
Diagnosis of RSS can be made with the aid of X-rays if there is a radio-opaque marker in the sponge. On ultrasonography, RSS are echogenic and create an intensive and sharply demarcated acoustic shadow. On CT scan, a low density mass with prominent ring enhancement in addition to a spongiform bubble may suggest a RSS granuloma. This is also known as the whirl sign. MRI shows a mass with a capsule showing high intensity signal [13] . In an attempt to account for surgical materials that are placed in the body, different hospitals employ different methods. These include meticulous counting and routine use of surgical textile material impregnated with a radio-opaque markers, in addition to thorough exploration of the surgical sites at the conclusion of operation. These should reduce the incidence of RSS. However 88% cases of RSS still occur after 'correct' surgical counts, indicating that mechanical counting alone is not a reliable mechanism in eliminating RSFB [12] .
Currently, a specialized radio-opaque frequency system consisting of radio-frequency detector and radio-frequency labeled sponges has been designed and being utilized to eliminate the human error factor. The sensitivity and specificity of this system has been shown to be much higher than those of surgical sponge counts or the published findings on the intra-operative radiographs to identify retained surgical sponges [14] .
CONCLUSION
Retained surgical foreign body (RSFB), a rare complication of surgery is still under reported. This is due largely to the huge medico-legal implications. A more advanced technological method that employs a radio-frequency system has shown superior results to any other means hitherto in detecting and reducing this complication. However, in a resource-constrained environment like ours, the diligent application of the WHO safety checklist for operation theatres is still a useful adjunct in the prevention of such complication. *********
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